to Barking Fever Hospital as a case of typhoid fever, she having been ill for one week with fever (temperature 1030 F.), diarrhoea, and enlarged spleen. The doctor at the fever hospital found that there were no true signs of typhoid fever, and the Widal reaction proving negative she was sent home, the fever having also abated.
Progress: There was no further ascites and no more fever, so that at the end of January, 1911, the patient was sent home feeling quite well. In January, 1912, an attack of severe hematemesis occurred which lasted one day, and left the patient so weak that she had to keep her bed for one month. In April, 1913 , another attack of hwematemesis 2a6 Kidd: ",Banti's Disease" cured by Splenectoimy came on more severe than the former, and was accompanied by pain in the pit of the stomach. This left her very prostrate. In May, 1912, the patient noticed a lump in the abdomen which felt heavy but caused no actual pain, and again entered the London Hospital under the care of Sir Bertrand Dawson, who referred her to me for operation as a case of Banti's disease.
Physical examination: Well-marked anaemia and wasting; slight cedema of legs; skin a peculiar dirty yellow colour; no true jaundice.
Temperature subnormal (970 F.) ; pulse-rate normal. Heart slightly dilated-haemic bruit over pulmonary area; lungs and nervous system normal; spleen much enlarged; liver not felt; moderate ascites; no abdominal tenderness. Urine acid, specific gravity 1030, no bile, no albumin, no sugar, no deposit. Moderate polyuria to as much as 70 oz. in the twenty-four hours. No enlargement of lymphatic glands. Wassermann reaction negative. Blood count (July 18, 1912) : Erythrocytes, 4,900,000; hamoglobin, 75 per cent.; colour index, 0 75; leucocytes, 3,000 per cubic millimetre (see chart).
Clinical diagnosis : " Banti's disease," third stage, all Banti's crucial signs being present-viz., (1) splenic enlargement; (2) absence of enlarged lymphatic glands; (3) a moderate secondary anaemia; (4) leukopenia; (5) a course of some years; (6) periodic gastric haemorrhages; (7) ascites, shrunken liver, clay-coloured skin; (8) absence of alcoholic or syphilitic history.
Operation (August 6, 1912) : Ancesthetic, A.C.E. mixture. The skin was painted with iodine (2 per cent. in rectified spirit). An incision 5 in. long was carried through the outer portion of the left rectus abdominis muscle. A fair amount of clear ascitic fluid escaped. The liver was found to be hard, knobbly, cirrhotic and shrunken under the right costal margin (" island " cirrhosis). The stomach and gallbladder were normal. The spleen, which was very large, was adherent to the diaphragm by loose adhesions which contained immense veins with walls of extreme tenuity, and which tore and bled furiously at the slightest touch. These were divided between ligatures, great patience and care being required to prevent tearing and severe heamorrhage. To save time when all adhesions had been freed, large flat sponges were pressed into the splenic bed, which controlled the remaining haemorrhage for the time being. The spleen was now dislocated on to the surface and turned over on to the left side of the chest, and hereby the pedicle was exposed as a single broad sheet of peritoneum containing blood-vessels of great size. The vessels were isolated by blunt dissection with the gloved finger and tied in series with interrupted silk ligatures from below upwards. The pedicle was then cut across and the spleen removed. The sponges were removed from the splenic bed, which was then surveyed, and several badly bleeding veins had to be caught up in artery forceps 7i in. long. So deep were these veins that the handles of the forceps were below the surface of the wound. Great gentleness was required to prevent the forceps tearing off, fine silk ligatures having to be persuaded by the sense of touch alone over the tips of the forceps and tied. When this had been successfully accomplished and the haemorrhage staunched, a stab wound was made in the left loin for a drainage-tube, as it was clear there would be considerable oozing. The peritoneum was stitched with fine chromic gut, the muscles with stout chromic gut, and the skin with silkworm gut. Dry gauze dressings and copious splintings of cotton-wool were applied and the abdomen firmly bandaged. There was very little shock and convalescence was rapid. The wound healed by first intention and the patient left the hospital four and a half weeks after operation, having put on flesh and attained a healthy colour.
The blood counts appended show that the erythrocytes at once increased in niumber and improved in hoemoglobin content. The number of leucocytes increased, chiefly the polynuclear neutrophile and the large hyaline. This would probably be the effect of the absorption of blood-clot and the healing of the wound.
The patient was seen on October 21, 1912, by Sir Bertrand Dawson. Note: Good colour. Feeling in excellent health. Weight, 8 st. 1 lb., 9 oz. The abdomen showed no ascites. Liver barely felt. No tenderness. Abdominal wall rather flabby and unduly fat. The blood examination showed that the erythrocytes had increased by nearly 2,000,000 per cubic millimetre of blood. The heemoglobin was 92 per cent. and the leucocytes had increased by 2,000, the increase being due to the large lymphocytes.
The patient was again examined on May 1, 1913. The weight was 8 st. 5 lb. The skin was a natural colour and there was no anaemia. The palpable lymphatic glands were not enlarged. There was no trace of ascites nor of cedema of the legs. The abdomen was flat and firm. The liver could not be felt. The scar was perfectly sound and hardly noticeable. The periods, which had ceased entirely for twelve months before the operation, have reappeared. Blood count:
Erythrocytes, 5,900,000 per cubic millimetre; haemoglobin, 90 The terms " Banti's disease " and " splenic anaemia," have till now been used as convenient clinical shorthand expressions to cover a certain type of case that can be recognized clinically, and that can be cured or at any rate relieved of symptoms for a long time by splenectomy. Banti was the first to describe the clinical aspect of these cases in the following papers: (1) " Dell' anemia splenica," Archivio della Scuola d'Anat. Patologica, Florence, 1883, ii, pp. 53-122;  (2) La Semctine MI4dicale, 1894, p. 318. He stated that the microscopical changes in the spleen were specific, a statement with which many pathologists do not agree. He referred to operations by Spencer Wells and others to show that cure was possible by splenectomy. In Folia Hamatologica, 1910, x, p. 33, (quoted by Moynihan), he has collected fifty such cases where splenectomy has been performed. Cases operated on in the first stage, four cases with two recoveries; in the second stage, twenty-two with thirteen recoveries; and in the third stage, four with one recovery. Cases operated on in the third stage (to which my own case belongs) with a successful result are therefore very uncommon.
The hypothetical explanation brought forward by Banti in 1894 is the conception of some hypothetical poison settling in the spleen, leading to cirrhosis of the spleen with consequent anaenia and thence to intoxication and cirrhosis of the liver. Sutherland and Burghard,1 in bringing forward two cases of splenectomy in children, do not accept this explanation, and hypothecate. a functional loss of vasomotor control in the splenic artery which leads to over-activity of the spleen (just as Graves's disease is due to a functional over-activity of the thyroid gland). They accept the hypothesis that the spleen is the main "blood destructor" of the body, so that when its functional activity is increased there is an increased production of harmful katabolic blood substances. Hence arises the anenmia, the pigmentation of the skin, and the cirrhosis of the liver, and hence the immediate improvement and rapid cure when the spleen is excised.
Dr. H. M. Turnbull, the Director of the Pathological Institute at the London Hospital, has very kindly furnished me with the following information and has permitted me to bring it forward. Only four cases that could possibly be labelled as " Banti's Disease" or " Splenic Anaemia" have come to autopsy at the London Hospital in the years 1907-12:-
(1) Post-mortem 169, 1907. Male, aged 18. Admitted for haomatemesis which proved fatal. Spleen 2 lb. 5 oz. Liver shows a peculiar form of " island " cirrhosis, that is to say, the fibrous strands are dense but few and far between and surround huge islands of regenerating liver cells. (Case fully described in Pathological Archives of the London Hospital).
(2) Post-mortem 67, 1909. Kidd: Case of Hypertrophy of Spleen the poison at work is known, in the other it is unknown, and that in one case the disease is supposed to be primary in the spleen, whereas it is quite conceivable that both may be primary in the liver.
And as regards the risks of the operation, it should not prove any more dangerous than omentopexy, which is frequently recommended and performed, and with results that are not so encouraging as to prohibit the trial of fresh methods *of cure.
As regards the technique of the operation, the high mortality in some of the earlier cases was due to the failure to realize that there may be adventitious adhesions to deal with, and that these may contain enormously dilated thin-walled veins. Hamorrhage can only be controlled by adequate exposure. A vertical incision near the outer border of the left rectus abdominis muscle 4 to 5 in. long is sufficient to start with and may suffice for the whole operation if there are no adhesions. But if adhesions are met with which tear and bleed easily the incision should at once be enlarged by a transverse cut from the outer edge of the wound outwards into the loin for an inch or more, as much as seems necessary. Such an incision gives a greatly increased exposure of the deeper parts of the wound and may prove life-saving if haemorrhage is severe. It heals up soundly, and I have never seen a hernia follow such an incision in the cases in which I have employed it, cases chiefly of large renal tumour. History: For the last six months the patient had noticed gradually increasing pain in the left hypochondrium, shooting from thence into the left groin. The pain is sharp and comes on three or four times a day quite suddenly, lasting for about a minute. It is more often felt in the daytime than at night. It bears no relation to food, or to the action of the bowels or to micturition. The patient has had to lie in bed at night on her left side with her legs drawn up. Three months
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